
 

 

Sample Letter  
  CCSP Office Letterhead 

 
    Telephone Number (   )                                                    

    Date                                                                                        

 
Applicant Name  

Address                                                                 

 

 
 

 
 

DENIAL OF LEVEL OF CARE 
 COMMUNITY CARE SERVICES PROGRAM 
 SECOND REVIEW 
 
  
State and federal law require that if you receive care in the Community Care Services Program, 
your medical condition must be such that you require the level of care provided in a nursing 
facility.  This letter is to notify you that after careful review of the additional medical information 
submitted, our evaluation is that your medical condition does not require the level of care 
provided in a nursing facility because  
 
 
 
 
In accordance with the Code of Federal Regulations, 42 CFR, S 441.301(b)(l)(ii), services to you 
under the Community Care Services Program are hereby denied. 
 
If you disagree with this denial, you may request a hearing. You have thirty (30) days from the 
date of this letter to request a hearing. If you make your request orally, you must submit a written 
request within fifteen (15) days from the date of your oral request. 
 
The hearing will be conducted in your county by an Administrative Law Judge of the Office of 
State Administrative Hearing. At the hearing, you may represent yourself or have legal counsel, a 
friend, a relative or any other spokesperson represent you.  
 
You should contact this office immediately at the address listed above to request a hearing.  The  
office will forward your request for a hearing to the Legal Services Office of the Department of 
Human Resources. 
 
Sincerely, 
 
 
 



 

 

 
Care Coordinator  

Title  

Telephone Number  

 
 
cc Area Agency on Aging (Name) 
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Instructions 
Community Care Services Program 

 
DENIAL OF LEVEL OF CARE   

COMMUNITY CARE SERVICES PROGRAM- 
SECOND REVIEW 

 
Purpose:   This form is used to notify an applicant that a level of care has been denied a second 
time after review of additional medical information. 
 
Who Completes/When Completed:  The care coordinator RN completes the notification letter and 
mails it immediately after reviewing additional information and determining that applicant still 
doesn’t meet a level of care for nursing home care. 
 
Instructions: 
 
1. Use the letterhead of the care coordination agency. 
 
2.  Telephone Number: Enter the telephone number of the care coordination 

agency. 
 
3. Date:   Enter date the denial notification is prepared and mailed. 
 
4. Applicant Name: Enter the applicant’s name. 
 
5. Address:  Enter the applicant’s mailing address. 
 
6. Denial Reason: State specifically why the applicant does not meet the 

level of care on second review. 
 
7. Sincerely:  Enter signature of the person authorized to act for the 

agency. 
 
8. Care Coordinator:  Enter the name of the care coordinator RN. 
 
9. Title:   Enter the title of the care coordinator RN. 
 
10. Telephone Number:  Enter the telephone number of the care coordinator RN. 
 
 
Distribution:   Original to the applicant, copy to the AAA, copy filed in applicant’s case record. 
 
 



 

 
 

Sample Letter  
      
    CCSP Office 
     Letterhead 
 

 
   Telephone Number (    )     

   Date                                                                              

Client Name  

Address  

     

                                                                                                                                                  

 
TERMINATION OF LEVEL OF CARE 

 COMMUNITY CARE SERVICES PROGRAM 
 
State and federal law require that if you receive care in the Community Care Services Program, 
your medical condition must be such that you require the level of care provided in a nursing 
facility.  This letter is to notify you that according to our evaluation, your medical condition no 
longer requires the level of care provided in a nursing facility because                                              
 
 
 
In accordance with the Code of Federal Regulations, 42 CFR, S 441.301(b)(l)(ii), services for 
you through the Community Care Services Program will be terminated unless additional medical 
information justifies your remaining in Community Care. 
 
You may obtain a review of this decision by sending additional medical information within ten 
(10) days of the date of this letter.  Contact your attending physician or your original referring 
agency if you need help obtaining additional medical information to submit with your request for 
reconsideration.  You must submit all information to the Community Care Services Program at 
the address shown above. You will not lose your right to a hearing if you send additional medical 
information.  If you do not send additional medical information within ten (10) days, this 
decision will become effective     .   
    
If you choose not to send additional medical information but you disagree with this denial, you 
may request a hearing.  You have thirty (30) days from the date of this letter to request a hearing.  
If you make your request verbal request for a hearing, you must submit a written request within 
fifteen (15) days from the date of your oral request.  If you request a hearing in writing within ten 
(10) days from the date of this letter, you may continue to receive Community Care Services.  
An Administrative Law Judge will conduct the hearing in your county.  At that hearing, you may 
represent yourself or use legal counsel, a friend, a relative or any other spokesperson represent 
you.  
 
You should contact this office immediately at the address above to request a hearing.  The office  



 

 
 

will forward your request for a hearing to the Legal Services Office of the Georgia Department 
of Human Resources. 
 
If you choose to continue receiving Community Care Services while waiting for the hearing 
decision and if the hearing official denies, your appeal, you may be required to repay the 
Department of Community Health Legal Services Office the cost of any services received after 
the original termination date. 
 
Sincerely, 
 
 
 
Care Coordinator  

Title  

Telephone Number  

 
 
cc County DFCS (if MAO) 

Area Agency on Aging (Name) 
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Instructions 
Community Care Services Program 

 
TERMINATION OF LEVEL OF CARE   

COMMUNITY CARE SERVICES PROGRAM 
 
Purpose:   This form letter is used when a client’s medical condition no longer meets the level of 
care provided by a nursing home. 
 
Who Completes/When Completed:  The care coordinator completes and mails this form 
immediately after the care coordinator RN determines that a client no longer meets the level of 
care criteria for nursing home care. 
 
Instructions: 
 
1. Use the letterhead of the care coordination agency with the information in sample letter. 
 
2. Telephone Number:  Enter the telephone number of the coordination agency. 
 
3. Date:   Enter the date the termination letter was prepared and 

mailed. 
 
4. Client Name:  Enter the client’s name. 
 
5. Address:   Enter the client’s mailing address. 
 
6. Termination Reason:  State specifically why the client no longer meets the level 

of care. 
 
7. Effective Date: Enter the last day in which a client may submit additional 

information for a second review of the termination of a 
level of care.  This date is 10 days from the date of the 
letter. 

 
8. Sincerely:  Enter the signature of the person authorized to act for the 

care coordination agency. 
 
9. Care Coordinator:  Enter the name of the care coordinator assigned to the 

client’s case. 
 
10. Title:   Enter the title of the care coordinator assigned to the 

client’s case. 
 
11. Telephone Number:  Enter the telephone number of the care coordinator 

assigned to the client’s case. 
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NOTE:  Services continue uninterrupted while additional medical information is evaluated by the 
care coordination team.       
 
Distribution:   Original to client, copy to AAA, copy to DFCS (if MAO), copy in client’s case 
record. 



 

 

Sample Letter 
 

 CCSP Office 
 Letterhead 

 
 

 Telephone Number (          )  

 Date   

 

Client Name  

Address  

                                                                                                        
                                                                                                        

 
TERMINATION OF LEVEL OF CARE 

 COMMUNITY CARE SERVICES PROGRAM 
 SECOND REVIEW 
 
State and federal law require that if you receive care in the Community Care Services Program, 
your medical condition must be such that require the level of care provided in a nursing facility.  
This letter is to notify you that, and after careful review of the additional medical information 
submitted, our evaluation is that your medical condition no longer requires the level of care 
provided in a nursing facility because   
   
         
       
 
In accordance with the Code of Federal Regulations, 42 CFR, S 441.301(b)(l)(ii), services for you 
through the Community Care Services Program are hereby terminated effective   
                                                                 .                                    
 
If you disagree with this denial, you may request a hearing.  You have thirty (30) days from the 
date of this letter to request a hearing.  If you make your request orally, you must submit a written 
request within fifteen (15) days from the date of your oral request.  If you request a hearing in 
writing within ten (10) days from the date of this letter, you may continue to receive Community 
Care Services. 
 
An Administrative Law Judge will conduct the hearing in your county.  At that hearing, you may 
represent yourself or have legal counsel, a friend, a relative or any other spokesperson represent 
you. 
 
You should contact this office immediately at the address above to request a hearing.  The office 
will forward your request for a hearing to the Legal Services Office of the Georgia Department of 
Human Resources.   



 

 

 
If you choose to continue receiving Community Care Services while waiting for the hearing 
decision and if the hearing official denies your appeal, you may be required to repay the 
Department of Community Health Legal Services Office, the cost of any services received after 
the original termination date. 
 
Sincerely, 
 
 
 
Care Coordinator  

Title   

Telephone Number (     )  

 
 
cc County DFCS  (if MAO) 

Area Agency on Aging  (Name) 
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Instructions 
Community Care Services Program 

 
TERMINATION OF LEVEL OF CARE  

COMMUNITY CARE SERVICES PROGRAM- 
SECOND REVIEW 

 
Purpose:   This form letter is used to notify client that a review of additional information was 
evaluated and did not change the original determination of termination of level of care. 
 
Who Completes/When Completed:  The assigned care coordinator completes and mails the second 
review termination notice immediately after the care coordination team makes the decision. 
 
Instructions: 
 
1. Use the letterhead of the care coordination agency with the information in this sample letter. 
 
2. Telephone Number:  Enter the telephone number of the care coordination 

agency. 
 
3. Date:   Enter the date the second review termination notice was 

mailed. 
 
4. Client Name: Enter the client’s name. 
 
5. Address:  Enter the client’s mailing address. 
 
6. Termination Reason:  State specifically the reason for termination after second 

review. 
 
7. Effective Date:   Enter the effective date of termination.  This is 30 days 

from the date the termination was prepared and mailed. 
 
8. Sincerely:  Enter the signature of the person authorized to act for the 

agency. 
 
9. Care Coordinator:  Enter the name of the care coordinator assigned to the 

client’s case. 
 
10. Title:   Enter the title of the care coordinator assigned to the 

client’s case. 
 
11. Telephone Number:  Enter the telephone number of the care coordinator 
     assigned to the client’s case. 
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Distribution:   Original to the client, copy to AAA, copy to DFCS (if MAO), copy in client’s case 
record. 



_________________________________________________ 
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Instructions 
Community Care Services Program 

 
MINIMUM DATA SET- HOME CARE (MDS-HC) 

 
 
Purpose:   This form is used to assess a client’s needs, strengths and preferences for home care. 
 
Who Completes/When Completed:  Care coordinators complete the MDS-HC at initial 
assessment and reassessment. 
 
Instructions:    
 
Use MDS-HC to complete assessments and reassessments in CHAT. 
Print the short version of MDS-HC with client’s responses for client files and providers. 
If the long version is used for the interview with the client, key the responses before printing the 
short version. 
 
NOTE:  Care coordinators use the instructions in RAI-Home Care Assessment Manual to 
become familiar with completing the MDS-HC. 
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